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This article, which was prepared as part of a larger study of the impact of the
copayment requirement on United Mine Workers ofAmerica (UMWA) beneficia-
ries carried out at the National Center for Health Services Research (NCHSR),
compares male tofemale changes in ambulatory care visitsfor mental disorders and
discusses the implications of these changes for the use of other services andfor the
quality of care. Figures were derivedfrom aggregate claims data provided by the
UMWA for the time periods immediately preceding the introduction of copayment
(full coverage for all health care) and the first yearfollowing the introduction of
copayment. Ourfindings suggest that, at least asfar as visitsfor mental disorders
are concerned, copayment may reduce necessary visits. The men in our population,
who sought care for mental disorders more sparingly than women andfor more
severe complaints, were most affected by copayment.

In March 1978, the health benefits provisions for approximately
800,000 active and retired members of the United Mine Workers of
America (UMWA) and their dependents were changed. For more than
25 years, UMWA miners and their families had received extensive
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health care coverage through the UMWA Health and Retirement
funds with no direct out-of-pocket costs. The terms of the 1978 Coal-
Wage Agreement continued to provide miners with the same extensive
coverage, including some minor additions, but also instituted a copay-
ment system. Active miners and their dependents were required to pay
$7.50 for each physician visit, regardless oflocation, and $5.00 for each
outpatient drug prescription (to yearly maximums of $150 and $50,
respectively). Retired miners and their dependents paid $5.00 each
physician visit and $5.00 for each drug prescription (to yearly maxi-
mums of $100 and $50, respectively). This change in the health bene-
fits of a population provides a natural experiment on the effects of
copayment.

This article, which was prepared as part of a larger study of the
impact of the copayment requirement on UMWA beneficiaries carried
out at the National Center for Health Services Research (NCHSR),
considers changes in ambulatory care visits for mental disorders and
the implications of these changes for the use of other services and for
the quality of care.

Earlier research has suggested that the imposition of cost-sharing
does reduce the use of ambulatory care services (Roemer et al. [1],
Donabedian [2], Newhouse et al. [3]). Some studies have pointed to a
substitution effect between mental health services and other ambula-
tory care services, however. A major review of the literature on the
relationship between use of mental health services and use of other
services, for example, has noted that in almost all of the studies
reviewed, increased use of mental health services was followed by a
decline in the use of other medical services (Jones and Vischi [4]).
Research has not yet been carried out to determine whether the inverse
is also true -whether a decrease in mental health services results in an
increase in the use of other services.

THE PRESENT STUDY

While all UMWA beneficiaries had the same insurance coverage at the
time of the study, administrative arrangements for miners who retired
before 1970 and their dependents (covered under the "1950 Trust") had
been handled separately from the insurance arrangements for actively
employed and recently retired miners since the signing of the 1978
Coal-Wage Agreement. At that time, responsibility for providing
insurance for the latter group was transferred from the UMWA Funds
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to the miners' employers. Miners retired prior to 1970 and their depen-
dents (primarily wives and children) remained the responsibility of the
Funds. For this group-which we will call the retired miners-
computerized health care claims data had been maintained by the
Funds since July 1977. In the Johnstown-Morgantown regions of
Ohio, West Virginia, and Pennsylvania, computerized record-keeping
had begun even earlier, in January 1977, or approximately six months
before the introduction of copayment.

Because computerized baseline and post-cost-sharing data were
available for this group, the present study focuses on all of the retired,
non-Medicare-eligible miners and their dependents in the Johnstown-
Morgantown regions, a total of 8,980 persons. ' However, since most of
the beneficiaries were between the ages of 45 and 64 (72 percent of the
1950 Trust), and since the number of persons in other age groups was
too small to permit a meaningful analysis, most of the analyses
reported in this paper were done on the 45-64-year-old group. In this
age group, 42 percent of the beneficiaries were male and 58 percent
were female. Other sociodemographic data were not available for this
group, but it should be noted that the average annual income for
miners in general- and retired miners in particular- was lower than
the national average. In addition, since health-related problems may
have accounted for some of the retirements, the health status of men in
this group may have been somewhat poorer than is typical for males of
this age.

The figures presented in this article were derived from aggregate
claims data provided by the UMWA for two time periods: January
through June 1977, the first six months of the year preceding the
introduction of copayment (full coverage for all health care); and
March 1978 through February 1979, the first year following the intro-
duction of copayment. Visits for the first six months of 1977 were
doubled to estimate annual per capita visit rates for comparison with
the one-year period following copayment. Occasionally, where the
number of cases in a particular diagnostic category was small, figures
for the entire retired miner group were used rather than figures for the
45-64-year-old group alone. In this case the changed population has
been noted.

Mental health visits, or visits for mental disorders, were defined
for this study as visits where the patient's principal diagnosis was "men-
tal disorder" as defined by the H-ICDA code, even though it was not
possible to establish, with the data available, that the mental disorder
was the primary reason for the visit.
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FINDINGS

In the population of 45-64-year-old retired miners and dependents
studied, annual per capita ambulatory care visits during the baseline
period of full coverage were similar to rates for the national population
of 45-64-year-olds. These UMWA beneficiaries made an average of
4.3 physician visits in 1977, while the national figure for that year was
4.6 (USDHEW [5]). In the year after the introduction of copayment,
outpatient visits decreased among beneficiaries in the retired miner
population, to an average of 3.3. The national visit rate remained
relatively stable over this time. Tests of significance were not used in
this analysis because the population studied was the universe that we
described. It induded all retired miners living in the Johnstown-
Morgantown area. Since there was no sampling error, significance
tests were inappropriate.

Although a classic before-and-after study would have been an
ideal design, the data used for this study gave only aggregate informa-
tion on overall visit rates by age group and sex. As a result, it was not
possible to contrast an individual beneficiary's use of services before
copayment to his or her use after copayment.

Table 1 compares use of services by men and by women before
and after copayment. As the table shows, men used ambulatory care
services less than women in both time periods. Sex differences in the
use of outpatient care also existed in the national population. In 1977,
women nationally made 20 percent more visits than men [5]. In our
group, however, women made approximately 50 percent more visits
than men. Ambulatory care visits in our population decreased in simi-
lar proportions for men and women after the introduction of copay-
ment (a decrease of 21 percent for men and 25 percent for women),
even though men were using less care to begin with. Hospitalizations
for men increased both absolutely and in proportion to total outpatient
visits after the imposition of copayment. For women, hospitalizations
decreased very slightly in the copayment period.

After the introduction of copayment, the reduction in visits for
which the primary diagnosis was "mental disorder" was proportionately
greater than the reduction in visits as a whole -40 percent for mental
disorders compared to 23 percent for all diagnoses. Since, except for
the introduction of the copayment requirement, there was no change in
coverage for mental health services over the study period, there is no
reason to believe that this reduction reflects changes in reporting prac-
tices, although it is probable that mental disorders were underreported
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in both time periods (Schwartz et al. [6]). As Table 1 also shows, men
and women differed more in their visits for mental disorders than in
their use of ambulatory care in general- the female per capita visit rate
for mental disorders was 150 percent greater than that of men. In spite
of the fact that men made fewer visits in general for mental disorders
than did women in the baseline period, male visits decreased more than
female visits after the introduction of copayment. The decrease in
average annual visits for mental disorders for men was 67 percent. For
women, the decrease was 46 percent.

The greater reduction in visits for mental disorders on the part of
men is of interest, not only because men used mental health care less to
begin with, but also because, in the baseline period, men were more
apt to be treated for severe mental disorders than women. During the
baseline period of full coverage, 47 percent of mental health visits made
by men were for neuroses, while 39 percent were for psychoses, either
with or without an organic base.2 During this same period, only 6
percent of all female mental health visits were for psychoses, while 80
percent of female visits were for neuroses. One might expect an
increase in hospitalizations for mental disorders in men after the intro-
duction of copayment, due to a worsening of some mental disorders
which were no longer being treated on an outpatient basis. In fact, this
does not appear to have occurred. Hospitalizations for mental disor-
ders in the 45-64-year-old group decreased very slightly for both men
and women after the introduction of copayment. Hospitalizations
increased in proportion to outpatient visits for mental disorders, but
this was due to a decrease in outpatient visits rather than to an increase
in hospitalizations.

To the extent that there is a substitution effect between mental
health visits and other visits, one might expect an increase in the
frequency of some physical complaints in our population to accompany
the decrease in mental health visits. Ambulatory care visits for men in
our population, however, decreased for all major organic diagnostic
categories except for one that no doubt results from the aging of this
unique population rather than from any changes in mental health
utilization. This category was neoplasms, particularly neoplasms of the
bronchus and lung.

A separate analysis, not shown in Table 1, shows that a marked
sex difference in responses to copayment existed within the diagnostic
category of "signs, symptoms, and ill-defined conditions," or those
complaints for which no specific organic diagnosis was provided (Com-
mission on Professional and Hospital Activities [7]). The per capita
visit rate for women in this category was .52 in the baseline period and
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.27 after the introduction of copayment. Women, therefore, decreased
visits for "signs, symptoms, and ill-defined complaints" at twice the rate
that their overall visits rate decreased (visits for all conditions together
decreased by 25 percent after copayment). For men, however, visits in
this category remained stable in spite of an overall decrease in visits of
21 percent. Table 23 shows that, for a number of specific complaints,
male visit rates actually increased. These complaints are fainting, nose-
bleed, respiratory dysfunction, abdominal pain, pain in joints, and
aches and pains, all without any accompanying organic diagnosis.
Female visits increased in only one category: that of respiratory dys-
function. While some of the increases in male visits may reflect job-
related disorders whose organic basis has not yet become clear, it is also
possible that, for men, physician visits for vague physical complaints
may have substituted, to some extent, for visits with a complaint of
mental disorder. Overall, the total number of visits by men for the
conditions listed in Table 2 increased by 28 percent. For women, total
visits for these diagnoses decreased by 31 percent.

DISCUSSION

The findings reported in this study must be viewed with caution since
they no doubt reflect, in many ways, special characteristics of the
population studied. In contrast to their female dependents, retired
miners have all worked in the mines and may have health problems
related to their work history. This may be particularly true for the
younger retirees. Still the sex differences in ambulatory care utilization
and in response to copayment observed in our population are interest-
ing. In the baseline period, women in our population made 50 percent
more ambulatory care visits than men. Women's per capita visits for
mental disorders were more than twice those of men. These findings
are consistent with previous research on ambulatory care utilization.
Nationally, women are more likely than men to visit the doctor [5], and
when they do visit the doctor, they receive more services than men even
when medically relevant factors such as age, diagnosis, severity, and
complaint are controlled (Verbrugge and Steiner [8]). Women report
more psychiatric symptoms than men (Phillips and Segal [9]) and
make more physician visits for mental disorders (Gove and Tudor
[10]). A number of explanations have been offered for these differ-
ences. Some authors attribute the relative readiness of women to seek
medical care in general and mental health services in particular to
differences in willingness to admit to illness or disability (Phillips and
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Segal [9], Nathanson [11]). Presumably, admitting to illness and pain
is likely to be seen by men as incompatible with social expectations that
they will be stronger and more stoic than women. Men are also more
likely to be employed than women, so that it may be more difficult for
them to visit the doctor. Nathanson has shown that employed women
have lower sickness rates than unemployed women [11]. It has also
been argued that women actually do suffer from more stress-related
disease and mental illness than men (Gove and Tudor [10], Feldberg
and Kohen [12], due to structural stresses on the family and the female
role. Doctors, furthermore, may be more likely to attribute female
illness to an underlying psychological disturbance and therefore
respond to female health complaints with a diagnosis of mental disor-
der (Wallen et al. [13]).

In our population, men reduced their use of ambulatory care
services after the introduction of copayment at approximately the same
rate as women. Visits for mental disorders, however, showed a differ-
ent pattern. Mental health visits for men declined at three times the
rate of ambulatory care visits in general. For women they declined at
only half the rate of overall ambulatory care visits. This occurred even
though male mental health diagnoses suggested that male visits tended
to be for more severe disorders than female diagnoses. Apparently the
men, who were more reluctant to seek care for mental disorders even in
the baseline period, experienced copayment as a greater barrier to use
of mental health services than did women.

Proponents of cost-sharing in health care base their views on the
assumption that cost-sharing will reduce the use of medical services
without preventing individuals from obtaining needed care. While we
cannot determine which physician visits are needed, our findings sug-
gest that, at least as far as visits for mental disorders are concerned,
copayment may reduce necessary visits as well. The men in our popu-
lation, who sought care for mental disorders more sparingly than
women and for more severe complaints, were most affected by copay-
ment.

NOTES

1. Medicare-eligible beneficiaries were excluded because the presence of
Medicare coverage represented a confounding factor.

2. Here the entire 1950 Trust population was used. Since this included young
retirees who may have retired early because of disabilities, rates of severe
mental illness for men in this group may be somewhat higher than rates for
men who retired at the usual age.

349
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3. In Table 2, figures for all beneficiaries of the 1950 Trust, regardless of age,
are presented to provide a larger number of cases.
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